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f LAN OF COHRECTION
FREem | (EACH DEFIGIENGY MUST BE PRECEDED BY FubL PREFK (EACH CORRECTIVE ACTION SHOULD BE | coubitnon
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG G T RATE
{F 000} | INITIAL COMMENTS - {F 000}
A revisit was completed at Golden Living
Center-Windwood on Novamber 17, 2010,
following acceptancs of the Allegation of
Compliance to remova the Immediate Jeopardy
! for F 333 and F 520. The revisit revealed the
corrective actions implemented on November 9,
2010, removed the Immediate Jeapardy at F 333
and F 520, but noncompliance continues at a2 "O"
level for F 333 and F 520, as evidenced by the
findings at tags F 333 and F 520, The "G" jevel
citation at F 328 and others previously ¢ited also
remain outstanding, The facility is required to
Ssubmit a plan of correction for all outstanding
tags, F157
{F 157} | 483.10(b)(11) NOTIFY OF CHANGES FIS7Y  Rostgen
55=D | (INJURY/DECLINE/ROOM, ETC) Resident #21 had been discharged
A facility must immediately inform the resident; Affected Residents
consult with the resident's physician; and if Residents with change of condition
known, netify the resident's legal reprasantative gﬂ"‘eg‘; PAt=oel tq b aff-zed by ik
or an interested family member when thera Is an R Rt praclice.
accident involving the resident which results in System changes
injury and has the potential for requiring physician Moming mecting will review physician orders,
intervention; 4 significant change in the resident's aurse notes and 24 hour report to confirm
physical, mental, or psychosacial status (e a Eﬁﬁﬁm ngnﬁca;ion on change of condition
| deterioration in health, mental, or psychosocial on timely nokestie, T by DCE/designee
status in either life threatening conditions or change of condition . o oY
clinical complications); a need to alter treatment :
significantly (l.e., a need to discontinue an Monitoring |
existing form of treafment dus to advarse ﬁ;}dg.: of n§ Tesidents with change of condition
| consequences, or to commence a new form of ety Phystotan sy X 4 monthly £ 2 to
treatment); or a decision to transfer or discharge Results of sudits will be discuseed in A &A
the resident from the faclity as specified in X 3 months. The meeting is attended by Executive
§483.12(a). E;::;t:; gl'_rccmr o? ;J;m;ng (DNS),
; Jiréctor of Nursing (ADNS), *
The facility must alse pramptly notify the resident Medical Direator, Soctal Sesvice, Activitis, 11/30/10
and, if knewn, the resident's lagal representative E.Jﬁﬁ?;‘m“:j;’,?‘ AemmmentCondintiot
ar interested familymember when there is a

ENTATIVE'S GIGNATURE & w W
' Sl ALY

|
U 277/ /0

ney

ant endin with an astarisk (*) denotos 4 deficiency which the institution may ba excused from correcting providing it s determined that

Any deﬂ?g‘; _ |
other satequards provida sufficiant protectien to the patients, (See instructiona,) Except for nursirg homes, the findings statad above are disclesabla 50 days
foliowing the date/of survey whether or not a plan of corraetlon is providad, For nursing homes, the above findings and plans of correction are disclosabla 14
days foliowing the date thase documants are mada available to the facility. If deficioncles are cied, an approved plan of carraetion is requisits to continued

program participation.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' ) 220 LONGMIRE RD
E .
GOLDEN LIVINGCENTER - WINDWOOD CLINTON, TN 37718
! TEMENT OF DEFICIENCIED PROVIDER'S PLAN OF CORRECTION T s
x4 10 | SUMMARY ITA QF DEFICIENC ECTIVE ACTION SHOULD ag COMPLETIQN

D
. PRERWX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORR
TAG ]‘ REGULATORY OR L5C IDENTIEYING INFORMATION) TAG cnossaasnsgggt% !'rEg g}e AFPROPRIATE OATE

{F 157}1_ Gontinued From page 1 {F 157}
E change In reom or roommate aasignment as
' specified in §483.15(4)(2); or a changa in

:l resident rights under Federal or State law or

' requlations as specified In paragraph (b)(1) of

this saction.

The facility must record and periodically update
| the address and phona numbar of the regident's
| legal representative or interested family member.

| This REQUIREMENT is nat met as evidenced
by: .

Hased on madical record review, review of facility
policy, and interview, the facility failed to notfy the
physician for a change in condition for one
resident (#21) of twenty-five residents reviewed.

The findings included:

‘Resgident #21 was admitted to the facility on June
1, 2010 with diagnoses including End Stage

| Renal Digease, Congestive Heart Failure,

| Hypertansion, Wound Right Lower Extramity, and
" Atrial Fibrillation,

Medical recerd review of the Non Pressure Ulcer
Skin Condition raport dated June 8, 2010

| revealed *...Wound bed (at) (R) (right) posteriar

' leg 18.8 x (by) 9.6 x 0.3 cm (centimeters). Wound
bed dark pink in celor. Wound bed outer edges
irreqular in shape...(large) amt (amount) s/s

| (serosangious) drainage..."

1

| Medical record review af the Non Pressure Ulcer
Skin Conditien report dated June 15, 2010

! revealed "...Posterior (R) (right) leg wound

' bed...dark pink in appearance (with) Ig (farge) amt

i {amount) s/s (serosangious) exudate...”

Event ID:SEGT1IZ Facilty ID: TNO1CG If cantinuation sheet Page 2 of 20
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{F 157} | Continued From page 2 | {F 157}

Medical record review of the Non Pressure Ulcer
Skin Condition report dated June 28, 2010

{ revealad *...Posterlar (R) lag wound...wound bed
1 dark pink (with) thin layer of yeltow materiat...(no)
odor noted..."

Medical record review of the Non Pressure Ulcer
3kin Condition report dated July 7, 2010 revealed
"...(R) posterigr feg from praviaus hematoms.
Wound continues to be dark pink (and) yelfow
slimy film...(no) edor noted...”

Maedical record review of a Nursing Progress Note
dated July 19, 2010 revesled "...Dressing to right
calf changed per resident's raquest, Dressing had
gregnish brown drainage present with slight odor
when it was removed. No signs of redness or
inflammation is obsarved at site...”

Madical record raview of a Nursing Progress Nota
"| dated July 22, 2010 revealed "... Admitted with
surgical wound to ® (right) posterior leg from 3
i hematoma. Area 13.8 cmx6.3cm x 0.2 cm
wound bed pink with some yallow noted. Small
amt (amount} of yellow sarous exudate. Wound
had outer edges irregular and flat, Surmounding
tissue dry/flaky tissue with 1+ (plus) edema noted,
Wound slightly malodorous. No ¢/o {complaint of)
pain or discomfort. Received T.0, (telephona
order) par (named phyasician) to abtain wound
culture and start Keflex 260 mg (milligrams) po
{by mouth) tid (three times a day) x (times) 3
days...Resident scheduled to start Kaflex to
promote wound integrity in the AM {moming) after
| wound culture is obtained, Patlent had wound
| dressed today and does not want to undress
wound for eulture this evening..."

FORM C\8-2567(02-88) Previous Varsiona Obsolate Event ID: SEQT12 Facitty |D: TNG108 If continuation sheet Page 306120
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{F 187}

{F 226}
§5=D

Continued From page 3

Review of facility polley Notification of Change in
Rasidant Health Status revealed ... The facility
will conault the resident's physician, nurse
practitioner or physician assistant...when there
is....significant change in the resident’s
physical...status. . A need to alter treatmant
gignificantly...to commence a new form of
treatmant...Notification: Depending on the nursing
assessmant appropriate notification may be
immediate to 48 hours..." !

Interview on October 25, 2010 at 3:40 p.m., with
the Assistant Director of Nursing In the
conferenca room confirmed the facility had failed
to netify the physician of the decline in the wound
on July 19, 2010 untit July 22, 2010 (three days
later).

CrO #28477
483.13(¢) DEVELOF/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written

. policies and pracedures that prohibit
mistreatment, neglect, and abuse of resldents

and misappropriation of resident property.

This REQUIREMENT is not mat as evidenced

Dy:

Based on medical record review, review of facility
investigation, review of facility policy, and
intarview, tha facility failed ta fully implement the
abuse policy for one resident (#16) with an injury
of unknawn origin of twenty-fiva residents

| reviewed,

Tha findings included:

(F 15T}

(F 226)
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NAME OF PROVIDER OR SUPPLIER STREET AGORESS, CITY, STATE, 2P CODE
GOLDEN LIVINGCENTER ~ WINDWOOD ?"NL:;G";R: 1;37
LINTON, T 16
4) b SUMMARY STATEMENT OF DEFICIENCIES
REFTX {BACH DEFIGIENCY MUST BE PRECEDED BY FULL PREF!! fE:gt? '&"é’%&%":&?ﬁ’?ﬁ&ﬁ"u Ewﬁ@mn
TAG REGULATQORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-'REPEREEE FE'I% (*g g\jj)g APPROPRIATE DATE
{F 228} | Continued From page 4 (F 226)
Resident #18 was admitted to tha facility on May 26
26, 2008, with diagnoses including Paraplegia, Resident |
Osteoparosis, Rheumatoid Arthritis, and Resident # 16 reccived treatment and has
Hypertension. had no farther issues and as per 2567 an
. investigation was conducted with
Raview of the facility investigation and a signed ro eviduncy of sbuse.
writton statement from LPN #2 (Licensed Affected Residents
Prattical Nurse) dated July 9, 2010 revealed Residents residing in facility have the potential
o e D coltpet o e b o bl
T ' N n audits conducted on r
:;Tsw"g;. f'h”"f;“’“@frtp'ﬂ""ﬁs of pain." Continued residing in facility and reviewed by DNS and
: e facility investigation and hand identificd skin concerns were addressed according
written statemeant revealed the LPN (#2) 10 protocol .
| completed an assessment and noted "...R (right)
| thigh pink and swollen; and bruising to the R System changes it
| (right) i " Wecekly skin assessments and Bathmen wilf be
(right) inner leg... ; ] .
brought to morning meeting and reviewed
- S
Continued review of the facility investigation and a pie
signed written ctatement from CNA #1 (Certified Education provided to staff by DNS/ED/Desigace
Nursing Assistant) ravaaled “...when givin related to Abusc and Neglect policy and protocol
peri-care (incontinence) on July 8 20%0 gted for reporting — this included timely reporting, what
el 1 is abuse and ncgl ibility i i
: : d negleet and responsibility in reporting.
:weﬂing aand bruising on R (right) leg...didn't tell Also included weekly skin asscssment and
fybody. . documentation requirements will also be included
in the education.
Review of the facility Abuse Policy revesied
f‘...injl.:iries ;:f unknown source are reported siopitétink
immediataly to the Executive Director of the i G
. ’ eekl
facility...all investigations shall be conducted by fa namiopeting. 0 rﬂl?n:onc :
skin assessments to confinn that s crns
E;e E.D (gxeclggv e D"Imm") or DNS (Director of were addresscd and investigated as per protocol,
ursing ervices)... :
) Any identified concerns will by reviewed in
Interview with the LPN #2, on October 27, 2010 at monthly QAA meeting. _
1:18 p.m, In the 200 hal revesled "..on July 9 D
2010 resident was complain 3 ERTO, : .
) v mplalning of hausea and Assistant Director of Nursing (ADNS),
vamifing, and since...legs are paralyzed...thought Medical Dircetor, Social Servics, Activities,
maybe pain was playing a role and not able to Dietary and Resident Assessment Coordinator
feel it...an assessment was started,. the right and is held monthly _ |
thigh was pink and swollen, and was bruising to 11/30/10
the right inner thigh. An x-ray was ordered :
| {positive for right femur fracture) and the Director
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{F 226} Gontinued From page 5 . | (F 228
of Nursing notified imm ediately."

Interview with the Director of Nursing, on October

27.2010 at 1:40 p.m., in the Director of Nursing's

office confirmed an injury of unknown origin was

not immediately reported and the abuse policy

was not fully implemented.

{F 250} | 483.15(g)(1) PROVISION OF MEDICALLY {F 250}
as=D | RELATED SOCIAL SERVICE -

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosoclal
well-being of each resident

This REQUIREMENT s not met as avidenced
by

Based on medical record review, review of e-mall
correspondenca, raview of a dental raferral liat,
obsaervation, and interview, the facility falled to
male a follow up appointment for dental services
for one resident (#14) of twenty five residents
reviewed,

The findings included:

Resident #14 was admitted to the facility on
October 9, 2008 with diaghoses including Multiple
Sclerosis. Medical record review of the Minimum
| Data Set (MDS) dated August 25, 2010 revealed

| the resident with no less in short ar long term
memory, independent with decision making skills,
and had experianced no weight 108s.

Obsarvation on October 28, 2010 at 10:00 a.m.,
révealed the resident had two missing front teath.
Interview with the resident at this time revealed

F250

Resident affected

Resident #14--—-has been scen by dentist and
received necded partial plate, Follow-up by SSD
was completed to detormine that psychasocial
nceds were met,

Resident potentiaily affected

Residents with demal concerns have potential

to be affectcd by this alleged deficient practice.
Oral evaluations|were performed on current
residents who were not seen by dentist on last
two visits and reviewed for any dental concers.
ldentificd concemns where referred as appropriate
for needed carc.

Systemic changes
Oral evaluation will be performed on new
admission/readmissions and quartesly and as
necded. Referral book placed at nursing station
for staff to alest SSD of any identificd concemns-
this hook will be brought to morning meeting by
SSD /designee and reviewed by the team for any
further needs.

Education was given to nursing staff a6 to
identifying change of condition, dental needs
and use of referral book by DCE/designee,
Education to $SD by ED on venifying dental list.

FORM GMS-2867((2-89) Previgus Vessions Obsolata Evant ID: SEQTI2 Facifty ID; TNO10G
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{F 250} | Continued From page 6 {F 250}
{ concerns regarding the missing teeth. Further
interview revealed that ane front tooth had been
extracted on June 8, 2010 and ana implanted Monitoriog
tooth had dropped oul of the socket. Continued P _ '
interview with the resident revealed the resident e
V to review oF
e e i i o o i %
: be foll by dentist.
related to the missing front teeth, This azdmﬂfbeypmfomd monthly for threc
(3) months
Medical record raview of nursing, dletary, and —_ T e
1 ial servi will revicw comp ist of ye 5
s T e 0200 | e e
i 1 i J5t 1 Enust,
of any lost teeth and the resident's welght as identifid ia book a on fist o 3c¢
stable at 152 pounds. Medical record review of Results of mudits will be discussed in QA&A
the MDS dated August 29, 2010 revealed no X 3 months. The mecting is attended by Executive
teeth lost. Director, Director of Nursing (DNS),
Assistant Dircctor of Nursing (ADNS),
Review of e-mail carrespondence between the bledica D*“'-"“‘"’f”“if Smi“} 2mfwa'm
i 1 00T inal
facility and the dental service dated August 24, s oyl
2010 revealed that the next dental visit was sat |
for Qctober 186, 2010 and resident #14 would he
included on the list to be seen. 11/30/10
Review of the dental referral list prepared by
social servicas for the October 15, 2010 dentist
visit revealed resident #14 was not included on
the list.
Interview with the social worker an Qctober 27,
2010 at 9:00 a.m,, at the north nurse's station
confirmed the secial services had failed to ensure
resident #14 was scheduled for a follow up visit
with dental services on Octaber 15, 2010.
{F 323} | 483.25(h) FREE OF ACCIDENT {F 323}
85=G ‘ HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident racaives
L .
FORM CMS~2567(02-39) Pravious Versions Obaclate Evont {D: SEA712 Facifity ID: TNO10E If continuatlon sheet Paga 7 of 20
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{F 323} | Continued From page 7 {F 323}
| adequate supervision and assistance devices to '
pravent accidents.
This REQUIREMENT is not met as evidenced
by: .
Based on medical record review, review of facility ,
investigations, review of the manufacturer's £33
instructions, observation, and interview, the Resldents affected:
facility failed o ensure safety devices were in Resident #9 was reviewed by 1DT for
place and failed to Implement new interventions appropriateness of curent interventions
ta prevent falls for three residents (#8, #8, #11) and a bracket was installed to cnsure
resutting in harm for one resident (¥9) of il ;iﬂ:sm -
_ : . scrcened by therapy to
twenty-five residents reviewed. @;u,mm e s it el
X . intervention of choice t id
. The findings included: . cnvironment‘&ll:sident #01113{‘:;115; ?E‘fzm
was reviewed by the IOT for appropriate-
Resident #0 was admitted to the facility on ess of current interventions. Alarms and
February 2, 2010 with dlagnoses including B ey P
Diabetes, Renal Failure, Hypertension, and oot il
Peripheral Vascular Disease. '
Residents patentially affected:
Medical record raview of the Minimum Data Set Residents of the facility who have a history
dated February 11, 2010, revealed the resident g Mg taee s ool o e o i
had short term memory problems anly,  eciglioasy taths met fo rese K5 inlci:
& 3 7 i i met ta revicw currant
moderately impaired cognitive skills for daily residents with alarms/restraints for
decision making, and required extensive appropriateness. Brackets were applied
assistance for transfers. to beds as needed for placement of alarms
thil; in bed. Alarms and restraints were
Medical record review of a fall risk assessment Eﬂméﬂntli?ﬁi?r?ﬁ?ﬁl“f“f‘ Tm |
dated February 2, 2010 revealed the resident was s
at risk for falls.
Medical record review of a physician's order
dated February 19, 2010 revealed "Bed/Chalr
alarm: check for battery function every shift”
Event [D; SEQT12 If continuation sheat Page 8 of 20
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eracture... "

Review of a facility investigation dated March 14,
2010 reveaied ...Objective/undarlying illnass/Dx
(diagnosis): Hx (history) of falls; Impaired safety
awarenessfudgment.. walking down hali-holding
bed/chalr alarm. .intervention used prior to fall:
Bed/chair alarm; pain assgssmant; Bed in low
position; safety cuas/reinforeement/raminder: call
light w/in (within) reach,..Recommendations and
Interventions Post Fall: Bed/Chair alarm; pain
assessment; Bed in low position; safety
cues/rainforcamentireminder; Call light w/in
reach; other use bad alarm when in bad..."

Review of a facility investigation dated April 14,
2010 revealed "...Res, (resident) transfarred salf
(without) assistance from bed-found on figor...cne

| beside...Continua present

sho# on (and) one shoe off, Alarm intact

interventions...Intarvention used prior fo fall: Night
light...change In footwear; Assistive device w/in
reach...Recommendations and Interventions Post
Fall...Change in feotwear, Night light, Assistive
device w/in reach..."

Medical record raview of 2 Change in Condition
Report dated April 15, 2010 revealed ...Ras.
(resident) has Hx (history) of falls d/t (due to)
impaired safety awarencss, Bed was In low
position, calt light was In easy reach (res. did rot
use call light for assistance)...Res got (up)
unassisted (with)...alarm monitor-was lying on the
floor on_, left side.. "

Medical record review of a hospital consultation
report dated April 18, 2010 revealed ... Reasen
for Consultation: Right hip fracture or '
pain...Develapment of dyapiasia of the hip with
degenerative joint disease, but no acute

The interdisciplinary team met to review |
residents with alarms/restrainis for
approprinteness. These will be reviewed
during the weekly fall revicw meeting,
Event investigations will be revicwed in
moming mecting by ED/Designee and
discussed by the IDT for completeness
of investigation and implementation of
new interventions. The CNAgz will be
checking alarms /restraints with rounds
for proper placement, function, need
for replacement, ctc, This will also be
checked with non-clinical rounds )
performed by the department heads
3 times weekly. The nurses will be
rcgla.cin’g batterics in alarms on the
15" of the month.

The DCE/designes has educated

nursing staff on fall interventions

including alarms/Icstraints, purpose

and utilization of brackets and purpose,

and licensed staff on complction of event
investigation to include thorough

investigation, implementing new
interventions, assessment and appropriate
decumentation. Education provided 1o (DT

on investigation process by Clinical consultant,

Monitoring changes:

DNE/Designee will do audits 3x weekly

on random shifts of fall interventions to

include atarm/restraints on 5 residents

x 4 weeks then monthly x 2.

DNS/Designee will review audits for any issucs,
ED/Designee will discuss investigations in
miorning mecting ta review for corapleteness,

Results of audits will be discussed in QA&A

X 3 months. The mesting is attended by
Executive Director, Director of Nursing (DNS),

Assistant Director of Nursing (ADNS),

Medical Dircctor, Social Service, Activities,

Dietary and Resident Asscgsment Coordinator

and it held monthly, '

|

|

11/30/10

|
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Review of a facillty investigation dated August 4,
2010 revealed "...Retum from one day surgery
(at) 9:00 p.m. Had not had dinner. Sat resident in
bed (wilh) (overbed) table and meal. Resldent
found in fiocor ¢/e (complgining of) R {right) hip
paln, Call MD (Physician)...sent out for eval
(evaluation)...Adm (admitted (with) (right) hip fx
{fracture)...altempted to get OOB (out of bed) fell
in fioor, bed alarm was on-disconnectad...”

Medical record review of a x-ray report dated
August 5, 2010 revealed "...Patient fell with
pain...\mpression: Comminuted right-sided
intertrechanteric fracture...Deformity of the right
fermaral head, with a shallow acatabulum...”

Observation on Qctober 25, 2010 at 8:30 a.m.,
ravealed the resident lying in the bed with the
personal alarm clipped to the resident's shirt with
the alarm box lying in the bed next to the rasident,

Observation on Qctaber 26, 2010 at 3:15 p.m.,,
revealed the residant lying in the bed with the
personal alarm clipped to the resident's shirt with
the alarm box lying at the top of the bed,

Obsarvation on October 28, 2010 at 2:25 p.m.,
revealed the resident lying in the hed with the
head of the bed elevated, the personal alarm
clipped fo the resident's sweater, and the alarm
box lying on the bed under the pillow.

Observation with RN (Registerad Nurse) #1 on
Qctaber 28, 2010 at 3:30 p.m., ravealed the
resident lying in the bed with the personal alam
clipped to the resldent's shirt, and the alarm box
lying vn the bed under ha piflow.

| |
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| Observation with the Statf Development

| Coordinator on October 27, 2010 at 8;15 a.m.,
revealed the regident lying in the bed with the
pergonal alarm clipped to the resident's shirt, with
the alarm box lying on the bed next to the
resident,

Reviaw of the manufacturer's instructions for the
personal monitor revealed "...Bed Usa,..mount
the bad mounting holder to the side of the
headboard facing the mattress...adjust the screw
knoks so that the holder is securs...fasten the
moniter to the holder, facing tha patient..."”

Interview on October 27, 2010 at 8:15 a.m., with

i the Staff Development Coordinator in the
resident's room confirmed the alarm box is not fo
be lying on the bed.

Interview on Octaber 27, 2010 at 8:30 a.m,, with
the Assistant Director of Nursing (ADON) in the
conference reom confirmed it was undertermined
if the alarm was seunding at the ime of the fall on
April 14, 2010, Continued interview with the
ADON confirmed no naw Interventions had been
implemented aftar the falt on April 14, 2010
resulting in a fall with a fracture on August 4,
2010,

Resident #8 was admitted to the facility an April 7,
2009 with diagnoses inciuding Dementia,
Depression, Osteoporosis and Cerabral Vascular
Accident. Madical recerd review of the Minimum
Data Set dated January 22, 2010 revealed the
rasident had long and short term memory
problems and moderately impaired cognitive skills
for daily decision making.

l
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{F 323} | Continued From page 11

Medical record review of the cara plan updated
August 25, 2009 revealed the residant had a
history of falls and the facility had implemented
one half bed rails, bed/chair alarm, and a soft
belt when in the wheelchair,

Medical recard review of a fall rigk assessment
dated June 10, 2010 revealed the resident was at
high risk for falls,

Medical racord review of a facility investigation
dated July 17, 2010 revealed the resident fell
without injury. Continued review of the facility
investigation revealed the use of the soft belt at
the time of the fall had not baen addrassed,

Medlical tecord raview of a post fall investigation
summary completed and signed by the
Interdisciplinary Team dated July 19, 2010
revealed the resident "...attempted to get out of
wheelchalr sat in floor...make aure lap belt in
place.."

Obsefvation on October 25, 2010 at 10:45 a.m.,
revealed the resident seated in a wheelehair with
a soft belt in place. :

Interview with the Director of Nursing on October
23, 2010 in the conference room confirmed on
July 17, 2010 the resident was {o have a soft balt
whila in the wheelchalr; the use of the soft bett at
the time of the fall was not addreseed in the
investigation. Continued intetview confirmed as
per the post fall investigation the resident fell out
of the wheelchair and the only Interdisciplinary
Team recommendation was to ansure the soft
belt was in place.

Resident #11 was admitted to the facility on

{F 323)
g
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September 16, 2009 with diagnoses inciuding
Alzheimer's Digease, Hypothyroidism, and
Anxiety.

Medical record review of the care plan dated
August 12, 2010 revealed the resident had a
history of fall, was high risk for falls, and the
facility had implemented bed in low position.

Review of a fall investigation dated September
28, 2010 revealed *...attempted fo transfer salf
out of bed...slid inta floor between bed and night
stand...no apparent injury..." Continued review of
i the fall investigation revealed no decumentation
of what position the resident's bed was in at the
time of the falt,

Review of a post fall investigation summary
completed and signed by the Interdisclplinary
Team dated September 29, 2010 revealed
"...keep bed low to floor when in bed,"

Interview with the Assistant Director of Nursing on

October 27, 2010 at 10:30 a.m,, in the conference

room confirmed ro new intervention was

implemented after the fall on September 25,

' 2040. :

{F 333} | 483.25(m)(2) RESIDENTS FREE OF {F 333}
58=D | SIGNIFICANT MED ERRORS

The facility must ensure that residents are frae of
any significant medieation errors,

This REQUIREMENT is not met as evidenced
by: '

A revisit was completed at Golden Living Center
Windwood on November 17, 2010, following
acceptance of the Allegation of Compliance to

|
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(F 333} | Continued From page 13 {F 333}
ramove the Immediate Jeopardy for F 333, The ¥333
revieit revealed the corractive actions Resident
implemented on Navember 9, 2010, remaved the Resident is discharged from facility
immediste Jeopardy at F 333, but noncompliance .
continuas at 2 'D" level for F 333, as evidenced | Affected Residents
by the findings at tag F 333. New admissions o facility receiving
Coumadin therapy have the potential
Basad on survey results dated November 2, oL ?ﬁ“"r‘fd.‘;” this alleged deficient '
2010, the facility failed o prevent  Si gnificant practice. Residents recetving amlcoag,,u!_ant
medication error for one (#21) resident of lfi’;:r:‘;i i fniﬂfﬁga;li’iféﬁ -
thirty-six residents reviewed. .
completed by ADNS, i
The findings included: Systemic Changes i
The facility provided an acceptabla Credible . i ;
Allegation of Compliance with a compllance date %ﬁﬂtﬁ?ﬁéﬂi&iﬁﬁiﬁ ::n“il::luz;:m
ggﬁg}':gﬁ:}gﬁg\?ggb;“ 1{').’“5;;;]?:;?:!:13!& verification of admission orders, The process
: Iil i | is ongoing to monitor verification of order
ﬁglrirf’igt':gﬁ J:&t:rnabiiﬂe?azmo ‘.:a-rtt }vaolg p-m 1 apd e peioted come ).
ar 1/, , &t 1.ou p.m. Weckly audit of residents receiving Coumnadin
Validation of the Credible j"]legaﬂon of ) will be completed by ADNS/Designec 10 verify
G e lcnasd rures syt oct G S T S0
; 1 v B - in place. Monthly audit of MAR's at first 0
The facility provided fiwdeqoe of inservice and month to verify MAR’s were printcd with recaps
training records for all nursing staft re_latacl to ‘ process for residents receiving Coumedin.
verrﬂcahgn of admission drfiers. p_nntmg - Nurses will receive verification from fax machine
Caumadn_n medieation aqmmisirahgn racords, and that medication orders have been faxed to pharmacy.
the five rights of medication adminiatration.
included In the validation process was review of Education by DCE/Designee to 100% of currently
facility tools used fo document ongoing | active licensed staff re: Pharmacy protoco] in-
monitoring of verification of medication orders cluding ordering, confirming new medication
and medication administration. orders, how and \:vhen to use E-KITS, and how
: to return medication and not borrowing medi-
The facility remained out of compliance at a cations from pﬂlerlrcsidents inr.:-lurgling those '
Scope and Severity level of D" No actual ham who ha\_!c !:ue;en dlscha{gefi, printing of MAR's,
with poteritial for mere than minimat harm that is and verifying new admission orders.
nat immediate jeopardy, The facility will remain :
out of compliance until it provides an acceptable
plan of correction 0 include the continued
FORM CMS3-2667(02-03) Previous Versions Obsolete Evant I SEQT12 Enclity [D: TNO108 If continuation sheet Page 14 of 20
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{F 333} | Continued From page 14 {F 333} Monit
manitoring to ensure the deficient practice does nn{ nrl; MAR audit was developed
nat recur and the facility's corrective measures o dorilvcmd 'gents
: A and will be don¢ randomly on 4 resi
could be reviewed and evaluated by the Quality weekly x 2 months.
Assural?ce Committee. Weekly PT/INR audit for residents receiving
{F 502} | 483.75(}}(1) PROVIDE/OBTAIN LABORATORY {F 502}} Coumadin
s$=D | SVC-QUALITY/TIMELY MAR audit at first of month to verify Coumadin
MARSs in place,
The facility must provide or obtain Iaboratory
sarvices to meet the needs of its residents. The Results of audits will be discussed in QA&A
facility is responsibie for the quality and timeliness X 3 months. The meeting is attended by
of the services. Executive| Director, Director of Nursing (ONS),
Assistant Director of Nursing (ADNS),
Medical Director, Social Service, Activities,
This REQUIR NT @ i Dietary and Resident Assessment Coordinator
L EMENT s not met as evidenced and is heldmourbly. 11/30/10

Based on medical record review and Intarview the
facility failed to abtain a physician ordared lab for
the_mon?turing of anticoagulant therapy for cne
resident (#3) of twenty five residents raviewed, F502

The findings included: Residents
Resident #3° lab was obtained and doctor

was notificd of results.

| Resident#3 was admitted to the facility on May

12, 2010 with dlagnoses including Atrial -

: ( i e idents
Fibrilation, Congestive Heart Failure, and chi?;.?sﬁgzdm for labs have the
Dementia. potential tq be affected by this afleged

deficient practice. An audit of routine
ordercd {abs verifying results obtained

Medical record review of a !
physlician's order was conducted and any identificd

revealed "increase Coumadin from 4 mg s Wi frreia
{milligram) to 4.5 mg each day and follow up - '
PT/INR (protime) (international normalized ratio) System changes

on Octaber 21, 2010."

A lab log will be implemented to record
grdered Iabs. The lab log will assist

Medical record review of laboratory reports | ;
= - i f orders, results and
'l:evealt?d the facility drew the blood specimen pfgié?ﬁ ;‘EI,’EE;:;J:{ Lr:b r;?; wﬂﬁe
stat’ (immediately) an October 28, 2010, (five brought to moming mesting and reviewed
days later) and received the PT/INR report on to identify any outstanding labs needs.

October 27, 2010. Medical record review of 2
physician order dated October 27, 2010, revealed !
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| . S
{F 502} | Cantinued From page 15 {F 502} Education completed by DCE/Designee
" _increase (Coumadin) 3 mg po (by mouth) QD related Tiow to use lab log, reporting results,
(everyday}...“ | verifying lab orders,

Education to start up team by consultant

Interview on Qctober 26, 2010 at 10:50 a.m with on how 10 ise lah_log to monitor system
] . 1L t ,

Reglstered Nurse #2 revealed the order {0 I MR

complete the PT/INR on October 21, 2010 had

not been processed or sent to the laberataory. Monitoring

Lab log to/be brought to morming meeting
by DNS/DESIGNEE and will verify with -
physician | orders and nurses notes any

Interview on October 27; 2010 at 11:00 am., in

the conference room with the Administrator and P oy orders are on log, 1abs have been
the Director of Nursing confirmed the facility failed drawn and results have been received
1 to complete the PT/INR as ordered on October and ppropriate notification to doctor
| 24, 2010 until Octeber 26, 2010 (five days \atar). hag been comploted. Monthly audit of
{F 514} 483.76()(1) RES ‘ {F 514} ggcsrg l:ibs ;;I!. be conducted by
s5=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB i i
| LE _ Results of audits will be discusscd 0
QA&A X 3 months. The mecting is
The facility must maintain clinical records on each attended by Exceutive Direetor,
resident in accordance with accepted professional et ‘;;Eﬁ::ﬁg ggi)é;“g‘:;‘l‘::j
standards and practices that are complete; Director, Social srii.:c, Activitics,
accurately documented; readily accessible; and Dietary and Resident Assessment
systamatically organized. Coordinator and is held monthly.

The clinical record must contaln sufficient 11/30/10

information to identify the rasident; a record of the
resident's assessments, the plan of care and '
services provided; the resuits of any ,

| preadmission screening conducted by the State; Fetd 1
| and progress notes. Resident B -
Resident has been discharged from facility.
i i i Affected Residents
I;‘.IS REQUIREMENT is not met as evidenced Residents recciving wound c:]rc h::% uiu'c. ‘
! ; otential be affccted by this leged dencicn
Based on medical record review and interview the "pmﬁ“ Rounds were conducted by DNS 10
facility failed to ensure the madical record was review current residents with wounds to verify
complete for one resident (#21) of twenty-five care of wounds and documentation in place.
residents reviewed, Current residents v assessed for presecl
= wound status.

The findings included:
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Resident #21 was admitted to the facility on June
1, 2010 with diagneses including End Stage System changes . .
Renal Disease, Congestive Heart Failure, an o B el O et i
| Hypertension, Wound Right Lower Extremity, e ;;;’f;;:m;;w;n;m{m ond of i
:' Atﬁ‘a} Fibl'i“aﬂdn, End Wa‘s diSCthQEd fl'Clm the chﬁ\:kli.ﬂt fm- nurses 10 Vcrify ﬂpptopriall:
| facility on August 7, 2010, documentation on TARS. Weekly skin
assessment /bathman reviewcd by IDT
Medical record review of a physician's arder in o i il
dated Juna 1, 2010 revealed " .. (right) leg wound identified jssucs with physician orders
3 £ 7 d TARs | Education provided to nursing
Mepital dressing (and) cover (with) dry gauze, , E::aﬂ‘re]awd 1o :aisy d[fmuvr:mnmion needs
daily dressing change dry gauza but leave Mepital and expeetations for wounds,
intact to wound bed (and) cleanse (with) normal
saline (with) each dressing (change)...” gm'mm??rm ——
eview of ’s 3x weekly in morm
Medical record review of a physician's order E?,‘SXE _i“' ?ﬂiﬂﬂﬁf I}rshtl:nllguiiig?smcd
dated June 13, 2010 revealed .,.Clean area on attended by Executive Dircetar, Director
posterior RLE (right lower extremity) with wound of Nursing (DNS), Assistant Director of
cleanser. Cover open areq with xeroform gauze. Nursing (ADNS), Medical Dircctat,
Cover with ABD pads and wrap with kerlix, Social Service, Activitics, Dietary and
Change drsg (dressing) daily and prm (as LR Coordinator
needed)..." ' - ’
11/30/10
Medical record review of the June 2010 treatment
record revealed no documentation the treatment
was provided on June 26, 27, 28, 29, and 30,
2010. '
Medical record review of a physician's order ‘
dated July 30, 2010 revealed ",,.Clean wound with
a hiblclens sponge/wash cloth each day...then
apply Silvadene to wound Qday (every day)...then
apply 4 x (by) 4's and kerlix wrap..."
Medical record review of the July 2010 treatment
record revealad no dacumentation the wound
care was provided on July 31, 2010,
interview on QOctaber 25, 2010 at 3:25 p.m,, in the
FORM CMS-2567(02-89) Previgus Varslons Obsslate Event ID;3EQ712 Fagility ID: TNG100 If continuation sheet Page 17 of 20
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conference room with the Assistant Director of
Nureing confirmed the medical record did not
contain documentation the treatment was
provided to the wound an the right lower extremity
from June 26, 2010 through June 30, 2010 and
July 31, 2010.
clo #28477
{F 520} | 483.75(c)(1) QAA {F 520} F520
g8=p | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS Resident
None named

| develops and implements appropriate plang of

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing servicas; a physician designated by the |
facility; and at [east 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least guarterly to ldentify
igsues with respect to which quality assessment
and assurance activities are necessary; and

action fo correct identified quality defictencies.

A State or the Secretary may not require
disclosura of the records of such committee
except ingofar a2 such disclosure i refated to the
campliance of such committee with the
requirements of this 'section,

Goaod faith attempts by the committee to identify
and corract quality deficiencies will not be used as
a basis for sanctions.

Residents afTected

Residents residing in facility have
potential to be affected by this
alleged deficient practice. Director
of operations and clinical consultant
attended QAA meeting on Nov 9,
2010 peoviding feedback to IDT

on procedure, current action plans
and follow up,

Systemic changes
Fecility conducted an Ad-Hoc QARA
meeting on Nov. 09, 2010 to review
event investigation for fails, System
for dental referrals, pharmacy con-
cerns, verifying Physician orders,
cnsuring Coumadin MARS are
printing, Recap orders, obtaining
new medications from pharmacy,
Physician ordess on admission and
readmission and audit tools for arcas
identificd above,
Committee also reviewed plan for
cducation for completing 100% of
licensed nursing staff, This ad-hoc
QA&A was attended By ED,DNS,
ADNS, RN supervisor , Medical
Director, DCE,DO,CSC, S8D,
AD, MR, Resident Assessment

This REQUIREMENT s not met as evidenced Coordinator.
by:
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A revisit was completed at Golden Living Center
Windwood ot Navember 17, 2010, following
acceptance of the Allegatian of Compliance to Education
ramove the Immediate Jeopardy for F 520. The Education provided by CSC on
revisit revealed the corrective actions 1 !h!06hf 10 ‘ion:t‘gJ:eA committee
implamentad on November 9, 2010, removed the ' which included the: ED,
Immediate Jeopardy at F 520, but noncompliance s?:Nf:uggfhsg' i
continues at a "D" level for F 520, as evidencad mzdical rc,cord's. Education
by the findings at tag F 520. covered; QA& A process,
: root cause analysis  developing
Based on survay results dated November 2, comprehensive plans to address
2010, tha facility failed to ensure the Quality concerts.
Assurance Committea Inserviced all staff on all
units refated fo verifying admission arders and Monitar
ensuring Coumadin medication administration The Director of Operations (DO) or
records had been printad, and failed to identify the Clinical Services Consuitant
concemn's with physician's arders not being sent (CSC)|will review the facilitics
to pharmacy, Quality Assurance process to check
that arcas are evaluated, updated
" ; and have follow-up as needed
The findings included: X 3 months then quarterly X 3,
The facility provided an acceptable Credible 11/30/10
Allegation with 3 Compliance.date of November
9, 2010. An onsite visit was completed on
November 17, 2010, to validate compliance.
Validation of the Credible Allegation of
| Compliance was accomplished through medical
racord review and interview with licensed nurses,
The faciity provided evidence of inservice and
training records for all nursing staff related to
varification of admisslon orders, printing
Coumadin medication administration records, and
the five rights of medication administration,
Included in the validation process was raview of
facility tools used to document ongoing
monttoring of verification of medication orders
and medication administration.
The fagcility remained out of compliance at a
FORM CMS-2567(02-09) Privious Versions Obsciet Event D: SEC12 Faclty ID; TNO108 If continuation sheet Page 19 of 20



11/22/2912

1d:24 3655345739

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

HEALTH DaRE FACILITY

PAGE 23/ 2B
PRINTED: 11192010

FORM APPROVED
OMB NQ. 093&4]3&11

STATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

(%1) PROVIDER/SUPFLIERICLIA
IDENTIFICATION NUMBER:

445135

(X2) MULTIPLE CONSTRUCTION
A BUILDING

& WING

(%3) DATE SURVEY
COMPLETED

R

11/17/2010

NAHE OF PROVIDER OR SUIPPLIER
GOLDEN LIVINGCENTER - WINDWOOD

STREET ABDRESS, CITY, STATE, ZIP CCOE
220 LONGMIRE RO
CLINTON, TN 37716

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEPICIENCIES
(EACH DEFICIENGY MUST BB PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 70 THE APPROFRIATE

PROVIDER'S PLAN QF CORRECTION %5
M

DEFICIENGY)

{F 520}

Continued From page 19

Scope and Severity level of "D" No actual harm
with potential for more than minimal harm that is
not immediate jeopardy, The facility will remain

| out of compliance until it provides an accaptable

plan of corraction to include tha continued

| monitoring to ensure the deficient practice does

not recur and the facility'’s corrective measures
could be reviewed and evaluated by the Quality
Assurance Committee,

{F 520}
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